
 

 
 

Name (Last, First, Middle):    DOB (D/M/Y): Gender:    Male    Female 

Street Address:  City: Med/Strength Dose/# tabs Start Date End Date 

Phone (home/work/ cell): Zip:     

Date: Printed Name: Signature: Initials: DOT Start Date:     

    DOT End Date:     

    DOT Site:  Home   Work     

   Clinic   Other___________ 

    

        

Day of 
Month 

Dose # 
Initials of DOT 

Personnel 
Time of 

DOT 

Side Effects:  If present, check and write progress note.  If absent, check in the “none” column. 
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